may take the place of the lowered resistance to respiratory tract infections in a majority of the reported cases. This patient has been seen by Dr Boder, who has an extensive experience of this disorder (Boder & Sedgwick 1958) ; she has pointed out that the child differs in certain respects from the classical cases, having no history of frequent respiratory infections, which is present in 85 % of the reported cases. Neither does the patient show the peculiar eye movements which are a feature of the disease. There is no treatment except palliative physiotherapy which can be offered to these patients, and the disease falls into the group of neuro-ectodermatoses in which a vascular abnormality in the skin is associated with central nervous system disease, e.g. von Recklinghausen, tuberous sclerosis, and Sturge-Weber syndrome. The occurrence of the characteristic telangiectasia helps to distinguish this ataxia from all others, as well as raising an interesting epigenetic problem. Clinical findings: There was brawny swelling of the subcutaneous tissues of both upper eyelids, the left more than the right. A firm indurated nodule (1 cm diameter) could be palpated within the tissues of the left upper eyelid.
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Subcutaneous swellings with poorly defined margins were present over the left mastoid and zygomatic processes. The overlying skin showed a bluish-brown discoloration and some fixation to the nodules. A similar but smaller lesion was present in the submental triangle.
The submental, left submandibular and both pre-auricular lymph glands were enlarged. Physical examination was otherwise normal.
Investigations: In 1952 histological examination of the lesion over the mastoid process showed lymphoid hyperplasia in the connective tissue with a well-marked follicular arrangement. Within the germinal centres and scattered loosely through the subcutaneous tissues were numerous eosinophils. An identical picture was present in the biopsies performed in 1955 and 1963.
Chest X-rays (1955, 1963) : normal.
The blood count carried out in 1952 was normal but since then a marked eosinophilia has been present, the most recent figure being 22% of a white blood count of 6,500 per c.mm. No abnormal white cells have been seen; the hemoglobin remains normal (92% in 1962).
Comment
For eleven years this patient has been developing cutaneous and subcutaneous nodules about the head and neck, composed of lymphoid germinal follicles of reticulum cells, lymphocytes and eosinophils, and associated with a blood eosinophilia. There is no history of insect bites or parasitic infestation and no clinical involvement of other systems. The microscopic appearance is consistent with lymphocytoma cutis but the degree of eosinophilia is unusual.
Lymphocytoma cutis is characterized by a tumour, or group of tumours, present in the cutis or subcutis due to a reactive hyperplasia of the lymphoreticular tissue and may be either localized or disseminated. The course of the disease is invariably benign (Bluefarb 1960) . It may result from trauma, inflammatory reactions, vaccination scars, insect bites, foreign bodies and neurodermatitis. Some examples mentioned by Bluefarb had a tissue and blood eosinophilia, particularly the disseminated forms and those following bites.
It is assumed this patient has such a reactive hyperplasia rather than a malignant reticulosis (Brill-Symmers disease, Hodgkin's granuloma) or eosinophilic leukeemia. This assumption is based on the long history, the histology and the absence of anaEmia, primitive cells in the blood or hepatosplenomegaly. Dr G C Wells: I was struck by some points of similarity between this case and the case for diagnosis, a Jamaican, shown by Dr Rhodes and Dr R H Marten (see below). There was this same kind of lymphoid reaction, although in the Jamaican the follicles were not as clearly developed as in our case. I do not know whether these cases are to be regarded as a type of reticulosis or whether they are, as the pathologists say, 'reactive hyperplasias'.
Case for DiagnomIs ? Reticuloss E L Rhodes MlutcP DCH (for R H Marten MRCP)
L F, male, aged 29 History: This Jamaican has been in England for the past seven years and during the past two years he has developed a swelling over the right occiput. The involved area itches slightly and there has been some hair loss over the swelling. He has never had any previous skin trouble or serious illness and before coming to England had not been out of Jamaica. Clinicalfindings: Over the right occiput there are two smooth round swellings which extend into the deeper layers of the dermis, the upper one being softer than the lower one. The adjacent cervical glands are moderately enlarged but there is no generalized lymphadenopathy or hepatosplenomegaly and no thickened nerves could be felt. Investigations: Hb 95%. WBC 6,900 (neutros. 36%, eosinos. 18%, basos. 1 %, lymphos. 39%, monos. 6 %). Other findings negative. Skull X-ray: There is a soft-tissue mass situated behind and below the right mastoid region. The surface of the bone beneath it is somewhat irregular but there is no indication that any bone condition is responsible for the swelling; rather it appears to arise primarily in the soft tissues.
The region of the skull cannot be so well shown that a superficial inflammatory lesion can be excluded.
Skin biopsy: Shows a fibrotic area in the subcutaneous tissue which is heavily and patchily infiltrated by chronic inflammatory cells, including many eosinophils, but no parasites were seen. There are no specific features. Treatment: None so far.
Lymphoma presenting with Folficular Mucinosis G C Wells FRcP W S, male, aged 71. Retired History: Itchy patches appeared on the scalp and face in 1957. When he was first seen at St John's Hospital in 1960 there were infiltrated plaques on the scalp and face, and superficial erythematous scaling patches on the trunk. A biopsy made from the left eyebrow was reported as 'follicular mucinosis' and he was shown at a meeting of the St John's Hospital Dermatological Society with this diagnosis.
Course: His general health has remained good. Blood counts have been normal. The plaques of the face and scalp have changed very little in the last two years, and response to superficial X-ray therapy and to local infiltration with triamcinolone suspension has been disappointing. In July 1961 an infiltrated bluish nodule of 1[5 cm diameter appeared on the scalp. Biopsy showed a dense lymphocytic dermal infiltrate. This lesion cleared spontaneously. In September 1962 a fresh infiltrated nodule appeared on the right upper arm. Biopsy showed a dense infiltrate of lymphocytes and reticulum cells suggestive of lymphoma.
Present clinical findings: Infiltrated plaques are present on the scalp and face and are most prominent in the eyebrows, glabella and malar regions. The plaques are rosy or skin coloured and show patulous follicular openings. Several have recently become more tumid. The nodule of the right upper arm has flattened after X-ray therapy. On the trunk are itchy patches of redness and scaling, and there are numerous keratotic follicular lesions.
Professor H Gotz (Essen): I have seen a case in Essen which was similar to this one, but without mycosis fungoides. The question is, how to treat it? We have given chloroquine and have seen a good effect. Dr Louis Forman: There is a degree of lymphocync reaction around the altered follicles in follicular mucinosis. When this is of unusual severity the late Dr Henry Haber emphasized that mycosis fungoides should be considered.
Dr G C Wells: In this case evidence of lymphoma has only recently been established; earlier biopsies having shown follicular mucinosis with banal perifollicular infiltrate. Kim & Winkleman (1962, Arch. Derm. Chicago 85, 490) drew attention to this type of case and emphasized the association between follicular mucinosis and mycosis fungoides.
